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Problem-based learning (PBL) is essentially a learning system design that incorporates several
educational strategies to optimize student-centered learning outcomes beyond just knowledge
acquisition. PBL was implemented almost four decades ago as an innovative and alternative
pathway to learning in medical education in McMaster University Medical School. Since then, PBL
has spread widely across the world and has now been adopted globally, including in much of Asia.
The globalization of PBL has important cross-cultural implications. Delivery of instruction in
PBL involves active peer teaching-learning in an open communication style. Consequently, this
may pose an apparent serious conflict with the Asian communication style generally dominated
by a cultural reticence. However, evidence available, especially from the PBL experience of some
senior Korean medical students doing an elective in the University of Toronto Medical School
and the cross-cultural PBL experience initiated by Kaohsiung Medical University, strongly suggests
creating a conducive and supportive learning environment for students learning in a PBL setting
can overcome the perceived cultural barriers; that is, nurture matters more than culture in the
learning environment. Karaoke is very much an Asian initiative. The Karaoke culture and philosophy
provide a useful lesson on how to create a conducive and supportive environment to encourage,
enhance and motivate group activity. Some key attributes associated with Asian culture are in
fact consistent with, and aligned to, some of the basic tenets of PBL, including the congruence
between the Asian emphasis on group before individual interest, and the collaborative small
group learning design used in PBL. Although there are great expectations of the educational out-
comes students can acquire from PBL, the available evidence supports the contention the actual
educational outcomes acquired from PBL do not really match the expected educational outcomes
commonly intended and specified for a PBL program. Proficiency in the English language can
pose serious problems for some Asian medical schools, which choose to use English as the language
for discussion in PBL tutorials. A novel approach that can be applied to overcome this problem is
to allow students to engage in discussions using both their native language as well as English, 
a highly successful practice implemented by the University of Airlangga, Surabaya, Indonesia. 
As PBL is a highly resource-intensive pedagogy, Asian medical educators need to have a clear
understanding of the PBL process, philosophy and practice in order to be able to optimize the
educational outcomes that can be derived from a PBL curriculum.
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BRIEF HISTORICAL PERSPECTIVE
”Medical education, with its intensive pattern of basic sci-
ence lectures followed by an equally exhausting clinical
programme, was rapidly becoming an ineffective and inhu-
mane way to prepare students, given the explosion in medical
information and technology, and the rapidly changing
demands of future practice” [1].
Traditionally, undergraduate medical education in
most countries around the world, from the 19th cen-
tury until about the last two to three decades of the
20th century, was characterized by a predominantly
lecture-based delivery of instruction, mainly teacher-
directed (teacher-centered) education and a highly
discipline-specific curriculum. This typical traditional
undergraduate medical curriculum created three great
divides in medical education, namely, the teaching-
learning divide, the teacher-student divide and the 
preclinical-clinical divide. Consequently, several major
shortcomings of traditional medical education were
identified, specifically [2,3]:
● Pedagogy that promoted memorization and rote
learning used by students as a survival mechanism
to cope with the information overload arising from
the abundant lectures students received daily; this
was aptly referred to as “information that taxes the
memory but not the intellect” [2].
● A highly teacher-directed (teacher-centered) instruc-
tional paradigm in which students were mainly
passive recipients of abundant content knowledge
and were not actively involved in the teaching-
learning process; consequently, self-directed learn-
ing skills were not nurtured to help students build
a firm foundation for the development of lifelong
continuing self-education so critical for competent
medical practice in the 21st century.
● A non-holistic undergraduate medical curriculum
that lacked integration across the various medical
disciplines. Contextualization of learning, especially
in the basic sciences, to ensure the relevance of the
medical course to the disease process and patient
care was also lacking.
PBL: an initiative of McMaster University
Medical School
”In the mid-1960s, an exceptional event occurred. McMaster
University gave birth to a medical school so different it
sent ripples of astonishment throughout the educational
world” [4].
Almost four decades ago, several medical educa-
tors from McMaster University, highly disillusioned
with their own learning experience and also because
of the major shortcomings of a traditional medical edu-
cation, courageously seized the opportunity to design
for their new medical school a completely revolutionary
curriculum, which they perceived to be pedagogically
more justifiable and a more optimal curriculum for
medical students. At the time, McMaster was consid-
ered to have set a new and radical trend in medical
education, which they considered to be a “fresh and new
approach” to “…get away from the standard building-
block structure…from shoving a lot of content down their
throats because they don’t retain it very long anyway. Let’s
try and get them [students] actively involved…” [4].
The curriculum initiative of McMaster University
medical school was implemented in 1969 as Problem-
Based Learning (PBL), which formed almost the entire
medical curriculum of the medical school. PBL, as a
McMaster initiative, was aimed at providing a more
holistic and an innovative and alternative pathway to
learning in medical education. The curriculum design-
ers believed such a medical curriculum would address
many of the major shortcomings associated with a
traditional medical curriculum [3–5].
PBL: its spread and ultimate 
globalization
Although PBL was first implemented in a North
American medical school, its acceptance and adop-
tion by medical schools in the northern hemisphere
was a relatively slow process, especially in the early
years since its first implementation. This can be attrib-
uted primarily to the fact that, firstly, PBL is a highly
resource-intensive teaching-learning strategy. More-
over, its adoption and implementation would require
a significant change in the mindsets of teachers and
students, as PBL requires a major shift from a tra-
ditional teacher-directed instructional paradigm to 
a student-centered learning paradigm—a not so pop-
ular and less readily accepted shift by teachers and
students [6,7].
By about mid-1990, however, PBL had spread wide-
ly across continents and what started as only a ripple
soon became almost a tidal wave, as PBL gained
acceptance beyond the fields of medicine and health
sciences [8–11]. At about the same period, many Asian
governments were in search of a new educational par-
adigm that would ensure the end-product capability
acquired from higher education would be able to
match the demands and challenges made on a work-
force in a globalized knowledge-based economy in
the 21st century. PBL, with its more holistic approach
to education, had great appeal to many Asian gov-
ernments and medical educators, and seemed to be a
convenient and tested educational paradigm. Some
Asian governments even decreed with relative urgency
that all of their medical schools had to implement
PBL within the undergraduate medical curriculum.
The Asian wave then started in the late ‘90s and con-
tinues unabated to the present date [12].
PBL is now widespread across the globe. In Asia,
there are two main organizations that organize and
host PBL conferences in various Asian countries. One
such organization hosts the ASEAN Conference on
PBL in the Health Sciences, which was initiated in
Singapore in the year 2000. The 6th conference was
hosted by the University of Airlangga in Surabaya,
Indonesia, in November 2006. The other organization
hosts a more general type of PBL conference called
the Asia Pacific Conference on PBL, which was initi-
ated by the University of Hong Kong in 1999. The 6th
conference of this organization was hosted by the
Tokyo Women’s Medical University in Tokyo, Japan
in May 2006. There are now firm commitments by the
leaders of both organizations to negotiate a merger of
the two conferences into a single event for the benefit
of all Asian educators.
The globalization of PBL will have important cross-
cultural implications, as PBL is an initiative from the
West, yet it is now readily accepted and widely adopted
in the East. The big questions then are, “Will there be
an East-West divide in the practice of PBL? That is,
will Asian culture be in conflict with PBL culture?”
This article will attempt to review this issue critically
and identify the major challenges to implementing
PBL in Asia.
WHAT IS PBL?
PBL is essentially a learning system design that incor-
porates several complementary educational strategies
to optimize and enhance student-centered learning
outcomes beyond just knowledge acquisition. Barrows
and Tamblyn [13] provide a well-accepted operational
definition of PBL: “the learning that results from the process
of working toward the understanding or resolution of a
problem. The problem is encountered first in the learning
process”.
PBL: key features and process
It is important to have a clear understanding of the
key features of the PBL design and the PBL process
itself in order to be able to critically review the cross-
cultural implications from the proper perspective.
From a pedagogical viewpoint, the key features of
PBL include student-centered, self-directed, integrated,
reflective and collaborative learning in small groups. The
PBL process consists essentially of intensive small
group tutorials with a teacher as the PBL tutor 
whose role is to facilitate the learning process of the
group [14]; that is, the role of the PBL tutor is “to expe-
dite the intellectual and interpersonal process for the
group” [15].
The PBL process requires students to be actively
involved in their own learning, so that students in
their respective small groups will need to construct
their own meaning and understanding of materials
or the subject matter to be learned. In order to engage
in this social construction of knowledge, students in
a group will need to brainstorm, debate, cross teach-
learn and engage in negotiation so as to reach con-
sensus on any particular issue. This means that, in
PBL tutorials, students are required to engage in peer
teaching and learning in an “all teach, all learn” mode.
Students in a PBL group are also required to provide
feedback about oneself (that is, the perceived impact
of one’s own behavior on others in the group and on
group functioning), as well as to obtain feedback from
peers and the tutor [14–16].
PBL: underpinning theories
”Problem-based learning is grounded in the belief that learn-
ing is most effective when students are actively involved
and learn in the context in which knowledge is to be used”
[1]. The contextual learning theory has often been advo-
cated as the main theoretical underpinning for PBL
(see above). However, other theories have been sug-
gested to provide better support for PBL than the
contextual learning theory, including [17]:
● Information processing theory: relating to prior knowl-
edge activation, encoding specificity (learning in
context) and knowledge elaboration (creating
opportunities for active discussion).
● Cooperative learning theory: relating to group sup-
port, joint goals and peer learning.
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● Self-determination theory: relating to external and
internal motivators of learning.
● Control theory (of human behavior): relating to influ-
encing human behavior (and therefore learning)
through satisfying one or more basic needs for
survival, including belonging and love, power,
freedom and fun. From a pedagogical viewpoint,
the PBL small group learning design appears to
correlate well with this theory.
GLOBALIZATION OF PBL: WHAT ARE THE
CROSS-CULTURAL IMPLICATIONS?
PBL has spread widely across the world and has
gained global acceptance, including in much of Asia.
In this context then, the globalization of PBL will ob-
viously have important cross-cultural implications,
especially in terms of a possible East-West divide in
the practice of PBL.
The Asian communication style: a matter of
cultural reticence
The PBL pedagogy requires students to engage in open
communication in order to optimize educational out-
comes from the student-centered and collaborative
small group learning design. However, the Asian com-
munication style is usually dominated by cultural reti-
cence, which has been defined as “unwilling to speak;
not expressing as much as is known or felt” [18]. Asian
cultural reticence is considered to still be prevalent
and pervasive, and reflects a deeply ingrained behav-
ior pattern displayed in homes, schools, universities
and the work environment.
Asian cultural reticence: deference and 
blind respect?
There is firm documentation available that further
substantiates the characteristics of the Asian cultural
reticence. For example, it has been expressed that
“[Asian] communicators may hesitate to voice their opin-
ions…simply because it is customary to show deference to
persons of authority, higher status or greater age”, and also
that “Communicators who participate in a Japanese co-
culture…may hesitate to voice their opinions, or express
what they truly think. …Generally, then, being polite and
tactful are key characteristics of these communicators” [19].
A commentary by a Korean medical educator on
the student-teacher relationship clearly underscores
the extent and seriousness of the issue of cultural ret-
icence in a typical Asian learning environment: “In
Korea, the student-teacher relationship is stiff and formal.
Usually students develop an almost blind respect for the
teacher. … Even when in doubt, the student will generally
not ask questions. … A quiescent attitude is almost a code
of conduct…in…education” [20].
A newspaper in Thailand reported: “But the hard-
est job is changing the mindsets of teachers used to ruling
their pupils like kings and having pupils soak up infor-
mation like sponges…” [21]. It is also not uncommon to
see Thai students who clasp their hands and bow
their heads whenever they file past their teacher.
Andrew Lam, a Vietnamese-American, has firmly
conveyed in his book that there is still a large cultural
gap between East and West. He expressed that: “East
and West may have long ago met but in some crucial ways,
the twain barely made acquaintances. And in the area of
self-perception especially, there remains a cultural gap that
can often be as wide as the ocean”. Lam further com-
mented that: “In the age of MySpace and You-Tube and
Google Earth, the space between East and West seems to
shrink. But beware - …when it comes to perception of self,
East and West remain far apart” [22].
The bamboo ceiling: Asian cultural
constraint on career advancements
Asian-Americans have also been taught to respect
authority and to defer to elders, and this has been
considered to impose a constraint on the career ad-
vancements of Asian executives in the US corporate
world. The issue has been reviewed by Jane Hyun, a
Korean senior executive who has lived and worked
in the USA for many years. In her recent book, Hyun
clearly expressed that: “Often in meetings, Asians will
not speak up. Unfortunately, this reticence gets mistaken
for aloofness or arrogance or inattention, when it is usually
just the Asian habit of respecting authority. We wait for
our turn to speak and often our turn just never comes” [23].
PBL pedagogy and Asian cultural reticence:
a potential conflict?
The open discussion style used in PBL tutorials
involves direct face-to-face communication among
students in a group. Thus, this may seem like an act 
of confrontation to Asian medical students who con-
sider such open discussions as risk-taking ventures
for fear of displaying ignorance, language incom-
petence, illogical thinking, disrespect for the tutor
Cross-cultural implications of PBL globalization
Kaohsiung J Med Sci March 2008 • Vol 24 • No 3 Suppl S17
Kaohsiung J Med Sci March 2008 • Vol 24 • No 3 SupplS18
M.C.E. Gwee
(teacher) and of being considered as not truly belong-
ing to the group (an outsider) [19]. Consequently, this
can create intense feelings of discomfort (anxiety, ten-
sion, stress, insecurity) among students, including the
fear of loss-of-face.
Therefore, it seems likely the Asian cultural reti-
cence can pose a serious conflict with the open com-
munication style so critical to the success of the PBL
process. This, then, raises several important questions:
● Will the cultural norms and comfort zones in Asian
communication style constrain and stifle the inter-
active discussion style in PBL?
● Will PBL create more anxiety, stress and tension and,
therefore, disadvantage Asian medical students
learning in a Western-type culture?
● Will PBL be more of a hindrance to rather than 
an enhancement of learning for Asian medical
students?
Adopting PBL: the Asian dilemma
From the foregoing discussions, it would seem the
PBL pedagogy would not be appropriate for Asian
medical schools to adopt. So, should Asian medical
educators abandon PBL and, instead, opt for the 
traditional teacher-directed instructional curriculum 
in which students need only to be passive recipients
soaking up pearls of wisdom from their authoritative
teachers? This indeed poses an Asian dilemma.
However, abandoning PBL is not an option for
Asian medical educators, as Asia has been in search
of a 21st century educational paradigm more appro-
priate for this era of a globalized knowledge-based
economy. In fact, constant exhortations from many
Asian governments and leaders of industry and busi-
ness call for a major shift in educational approach
from the traditional teacher-directed instructional par-
adigm to the student-centered learning paradigm to
educate a future workforce capable of meeting the
demands and challenges of the 21st century.
In this context then, PBL seemed a convenient and
obvious choice for Asian governments and educators
to adopt, especially because the great promise of PBL
is to educate students beyond just knowledge acqui-
sition. The main appeal of PBL seems to be due to the
expectation that PBL will educate students to acquire
value-added educational outcomes and, thus, enhance
the end-product capability in respect of higher-order
thinking and reasoning skills, as well as problem-
solving skills and the ability to analyze, evaluate,
integrate and apply knowledge to new and novel 
situations. Moreover, PBL also fosters the develop-
ment of more enduring generic life skills, such as
communication, interpersonal, teamwork and lead-
ership skills [2,24].
PBL PEDAGOGY AND THE ASIAN
CULTURAL RETICENCE: IS THERE A
REAL CULTURAL DIVIDE?
It seems rather difficult to argue against the proposition
that Asian cultural reticence poses a serious potential
conflict with the open communication style typical of
PBL pedagogy, thus creating an apparently East-West
cultural divide in the practice of PBL. However, a critical
examination of the evidence will show that, although
the Asian cultural reticence may generate cultural
barriers to effective student leaning in PBL, there are
other important factors that can mitigate against such
apparent cultural impediments to Asian students
learning in a PBL environment.
A Korean overseas PBL experience: nurture
matters more than culture
”It was proved that students who were taught in the tra-
ditional way could show opposite behavioral traits in a 
different educational setting” [20].
Several senior students from a traditional Korean
medical school did an elective by joining the Univer-
sity of Toronto medical clerkship Program between
1995 and 1997. In the first week, it was reported that
there was “anxiety and depression” among the students,
compounded by language difficulties. However, over
the next few weeks, the conducive learning envi-
ronment experienced by the Korean students soon
changed their perceptions. The students “became more
comfortable and relaxed”, as well as being “extremely keen
to learn, [with]…high determination and motivation” [20].
The Korean co-coordinator (from the department
of Plastic and Reconstructive Surgery) of the elective
program was really impressed and elated with the
outcome of the program. He became totally convinced
“…that students who were taught in the traditional way
could show opposite behavioral traits in a different educa-
tional setting” [20].
The Korean co-coordinator then considered it a
major challenge for him and his students who did 
the elective to change the system and the mindsets of
medical educators in Korea. The surgeon decided on
a plan of action upon his return to Korea, which he
passionately referred to as “Reconstructive surgery for
a crippled education system followed by psychotherapy for
the cerebral inertia will be the next step”. He also confi-
dently maintained “All the students who participated in
the elective programme are already a pro-reform pressure
group” [20]!
Indeed, there are important lessons to be learned
from this Korean experience, especially for Asian PBL
practitioners. Clearly, the Korean experience strongly
suggests the creation of a conducive learning envi-
ronment can overcome apparent cultural barriers 
to learning in a PBL setting. This provides firm evi-
dence that nurture matters more than culture in the
teaching-learning environment.
A cross-cultural PBL experience: an
initiative of Kaohsiung Medical University
In July 2007, Kaohsiung Medical University (KMU)
launched an interesting and innovative initiative in
which students and faculty (serving as PBL tutors)
from several countries were invited to participate in a
cross-cultural PBL experience which, at first, seemed
like an impossible mission. Students came from Hong
Kong, Japan, Korea, Taiwan, and the USA. Some of the
students from Taiwan were from local medical schools,
while others were from Polish medical schools. The fac-
ulty (PBL tutors) consisted of two from Japan, one from
Hong Kong, one from Singapore, two from Taiwan
and three from the US (with one of Chinese origin,
one who was Japanese, and the third a Caucasian
American). All of the faculty invited were experi-
enced PBL tutors in their respective medical schools
and all had clear understanding of the important role
of tutors as facilitators, namely, “…to expedite the
intellectual and interpersonal process for the group” [15].
PBL tutorials were conducted in the usual two ses-
sions for each problem case, except that the periods
of self-study by students were considerably reduced
due to the limitation of time allocated within the 4-day
workshop. Feedback was obtained from student rep-
resentatives from each group after each problem case
was completed. The students formed a panel and
each student delivered the group’s feedback to their
fellow students and faculty that formed the audience.
The workshop closed with a social gathering at a
dinner party for all students and faculty. Each group
of students was requested to do a performance of their
choice. The performance from each group clearly
reflected a true blending of cultures and student ini-
tiative, and each received much applause from every-
one present.
So was the cross-cultural KMU PBL experiment
successful? There was an overwhelming consensus,
gathered from the student feedback, faculty discus-
sions and informal feedback from students and faculty,
that the “experiment” was indeed highly successful.
This extensive cross-cultural PBL experience initiated
by KMU clearly demonstrated, again, that apparent
cultural barriers to student learning in a PBL setting
can be overcome if a conducive learning environment
is created and prevails. Of course, the latter under-
scores the importance of the role of a PBL tutor, in
particular, how a PBL tutor manages the learning
group in a PBL tutorial to create a conducive learning
environment. It can be said that the PBL tutor either
“thrills or kills tutorials”!
The important lesson from the KMU initiative yet
again reaffirms the Korean experience that nurture
matters more than culture in the teaching-learning
context of PBL. All PBL practitioners should take heed
of this simple, yet powerful, lesson on effective PBL
tutoring, especially when in situations of a multicul-
tural setting.
THE FLIP SIDE OF ASIAN CULTURE
Much of the foregoing discussion has focused on the
potential for conflict between Asian cultural reticence
and the open communication style advocated for
PBL tutorials. We need now to examine other aspects
(the flip side) of our Asian culture which, in fact, are
quite consistent with and more aligned to the basic
tenets of PBL.
The karaoke culture: crouching singers and
hidden talents
Karaoke is a very popular form of group activity
(entertainment) among Asians. It is an initiative of
Asians, and Karaoke bars and lounges abound and
thrive in many parts of Asia. The Karaoke culture is
indeed a simple one: create a conducive environment
for all participants to sing out loud and sing out
strong! How then does Karaoke create an encourag-
ing, motivating and inspirational environment for its
participants? The Karaoke philosophy is simply based
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on creating a joyful and fun environment for its par-
ticipants: everybody to participate and enjoy; be non-
judgmental of participants’ skills; applaud every effort;
create a sense of belonging and togetherness. Essen-
tially then, the Karaoke principle is one of empower-
ment (and, of course, emboldenment) of its participants
to actively engage in the activity that participants have
gathered together for. We cannot, of course, dismiss
the fact that often Karaoke participants are also high
in spirits!
In my view, Karaoke, a simple Asian initiative, can
also offer an important lesson for PBL practitioners to
understand the need to create a conducive environment
for successful group activity that requires the active
participation of individual members of the group.
Some key Asian attributes more aligned to
the basic tenets of PBL
The Asian culture emphasizes group before individual
interest, including a group-oriented approach to the
achievement of tasks [25], and this is indeed consistent
with the aim of using the collaborative small group
learning design in PBL characterized by: “…joint
goals, mutual rewards, shared resources, and complemen-
tary roles among members of a group” [17]. One study has
also shown that Asian students in Australian medical
schools prefer cooperation to competition in their
learning [26]. Another important tenet of PBL is to
promote independent, self-directed learning. Chinese-
American undergraduates have been reported to dis-
play a strong inner drive for achievement and high
self-imposed career expectations [27].
PBL IN ASIA: ISSUES AND CHALLENGES
BEYOND JUST CULTURE
Although the impact of the Asian cultural reticence
on student learning in a PBL setting seems to be more
obvious in posing an apparent serious conflict with
the open communication style of PBL, there are also
other issues and challenges that can strongly impact
on the implementation of PBL in Asian medical schools.
Lack of proficiency in the English language
Although English textbooks are widely used in many
medical schools across Asia, English is not the native
language, nor is it the main language of instruction and
education in the tertiary institutions of many Asian
countries. However, the globalization of PBL has en-
couraged and increased the usage of the English lan-
guage in PBL tutorials in many medical schools across
Asia. Consequently, this poses a major potential prob-
lem of a lack of proficiency and the ability to converse
in the English language among students. In such a
situation where Asian students are expected to use
English in their PBL tutorials, it will be difficult for the
students to engage in meaningful and optimal discus-
sion during a PBL tutorial. Is this an insurmountable
problem?
Where there’s a will, there’s surely a way
I was indeed privileged to have had the opportunity
to closely observe PBL tutorials in the medical school
of the University of Airlangga, Surabaya, Indonesia,
which used a novel approach to overcome the lan-
guage problem in PBL tutorials. Students were allowed
to discuss issues in both their native Indonesian lan-
guage as well as in English for those more conversant
in the language and with the confidence to do so. 
My personal observation of many lively PBL tutorial
sessions certainly convinced me that the University
of Airlangga Medical School used a novel solution 
to overcome the problem of English language profi-
ciency. However, it should be noted that students 
in the groups selected for the top three best solutions
to the problem cases were compelled to do their pre-
sentations in English to the entire class and PBL
tutors and invited adjudicators.
I also learned that, over time, more and more stu-
dents gained greater proficiency in the English lan-
guage and became more confident in using English
in their PBL tutorials—clearly illustrating that where
there’s a will there’s surely a way!
Great expectations and the great
temptation
”Problem-based learning (PBL) is the most significant
innovation in education for the professions for many years.
Some argue that it is the most important development
since the move of professional training into educational
institutions” [1].
Much of higher education in Asia has adopted
and adapted PBL into the medical and health sciences
curriculum and beyond. Many Asian educators and
their respective governments have great expectations
that PBL will enhance students’ abilities in critical
thinking and problem solving, as well as enhance
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their communication, interpersonal and teamwork
skills. Student acquisition of such educational out-
comes will, undoubtedly, prepare them well as the
workforce of the 21st century. However, there is evi-
dence the expected and actual educational outcomes
from PBL do not really match; that is, the actual edu-
cational outcomes acquired from PBL do not seem to
be much better than those acquired from a traditional
curriculum in terms of knowledge acquisition and
the acquisition of clinical skills [28,29].
PBL is a highly resource-intensive pedagogy
requiring a deep commitment and extensive logistics
support (including the availability of enthusiastic
trained tutors, dedicated case-writers and suitable
seminar rooms) for its implementation in a medical
school. It can indeed provide a more holistic, value-
laden and quality education to students. However,
yielding to the great temptation of uncritically and
unwittingly accepting and adopting PBL in an under-
graduate curriculum can pose serious problems to all
stakeholders in a medical school. Asian medical edu-
cators must, therefore, carefully consider how much
PBL should be incorporated into their undergraduate
medical curriculum, in particular, whether a hybrid
or pedigree (full PBL) curriculum should be adopted.
CONCLUSION
PBL was first implemented almost 40 years ago with
the intended aim of enhancing and optimizing student-
centered learning outcomes beyond just knowledge
acquisition. Since then, PBL has spread widely across
the globe, including in much of Asia. The globaliza-
tion of PBL has important cross-cultural implications
which can impact strongly on its practice across Asia.
In particular, the Asian cultural reticence and respect
for authority and seniority (for example the teacher as
PBL tutor) can pose apparently serious cultural barriers
to Asian students learning in a PBL setting in which
an open communication style is advocated. However,
the evidence available strongly suggests creating a
conducive and supportive learning environment 
for students can overcome the perceived cultural 
barriers; that is, nurture matters more than culture in
the learning environment.
PBL seems to offer a strategic pedagogy for the
education of Asian students in the 21st century, and it
has strong appeal to many Asian governments in
search of a 21st century educational paradigm capa-
ble of meeting the challenges and demands of a glob-
alized knowledge-based economy in this millennium.
PBL can indeed provide a more holistic, value-laden
and quality education to students. However, it should
be borne in mind that for students to be able to acquire
all of the expected educational outcomes from PBL,
or even a major portion of them, can be an elusive
dream.
Asian medical educators must not yield to the
great temptation of accepting and adopting PBL into
the undergraduate medical curriculum without first
critically evaluating its returns on investment, espe-
cially because PBL is a highly resource-intensive ped-
agogy. Not doing so would pose serious problems for
all stakeholders in the medical school. Asian medical
educators will, therefore, need to have a clear under-
standing of the PBL process, its philosophy and prac-
tice in order to be able to optimize the educational
outcomes from PBL for their students. It is only then
PBL can enhance the learning of Asian students in 
a PBL environment.
Because PBL is a highly resource-intensive peda-
gogy, its successful implementation in any institution
will require careful and considerable planning. It will
require the total commitment and dedication of all par-
ties concerned: students, teachers and administrators.
It will require a major shift in educational paradigm
from the traditional teacher-directed (teacher-centered)
instructional paradigm to a student-centered learning
paradigm, and this will require a significant change in
the mindsets and attitudes of students and teachers—
a most daunting task in the implementation process,
as already pointed out by Shona Little [30]:
“Successful implementation of PBL does not come 
easily. All our strengths and skills as teachers will be
required. Our behaviour and beliefs will be challenged.
Complex difficulties may arise, and we will need the
ability to explore options and generate creative solutions
in cooperative contexts. Commitment, determination
and teamwork are essential and, above all, we need
self-knowledge and considerable understanding of
the learning process.”
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